Like everyone else in health care, I think about Covid-19 all day long. I'm exhausted from reading emails about Covid, but I don't feel like reading anything else. I spend my day on calls and emails about Covid patients, and don't have much bandwidth left for patients without Covid-19.

But, of course, they are out there. They feel like they are invisible --- they actually apologize for disturbing us at this terrible time. And even though they don't have the virus, they are being deeply affected by the Covid-19 pandemic. Their care is changing --- sometimes for the better, but sometimes not.

As we settle in for the long haul of this pandemic, our care redesign efforts have to accommodate their needs as well as those of Covid patients. Doing so will take a combination of strategic thinking and good management.

This problem became real to me during a 24-hour period beginning the evening of March 26, just as we *thought* we were reaching crisis mode in Boston. On that day, at the hospital where I practice (Brigham and Women's Hospital), we had 24 inpatients with Covid-19, nine of whom were in the ICU --- a big presence in a 793-bed hospital. A total of 51 employees had tested positive. Four weeks later, most of those numbers had more than doubled (171 inpatients with Covid-19, 91 in the ICU, and 229 employees who had testing positive).

But during the 24 hours that began that night of March 26, three of my long-time patients had serious non-Covid events that required hospital admission. Every practicing clinician knows what these days are like --- you go weeks when nothing seems to happen to any of your patients, and then suddenly, multiple terrible things happen.

> They feel like they are invisible --- they actually apologize for disturbing us at this terrible time.

One was an 82-year-old man who had a stroke. Another was an 86-year-old man who broke his wrist after falling while getting up to use the bathroom at night, and then proved too unsteady and confused in the emergency department to go home. A third was a 61-year-old man who had had a recent hip replacement, and who takes an immunosuppressant for a connective tissue disease, and now had developed an abscess that reached into the joint.

Clinicians will recognize all three as serious problems. So did the patients themselves. So did their wives. But none of their wives could accompany their husbands beyond the emergency departments. There's really only one way of describing the experiences of these patients and their families --- they were in agony. As it turned out, in the days that followed, I spent much more time talking and texting with those wives than I did with the patients themselves.

From my own panel of patients and those of my friends, I could tell you about the patient with debilitating back pain for whom surgery has been put off until . . . who knows when? Or multiple patients with problems for whom emergency department or urgent care visits would ordinarily be recommended, but who are now deciding to hope for the best at home.

I know these cases are not unusual. After all, even though Covid-19 patients are filling our ICUs, ambulances, and emergency departments, life has gone on for everyone else --- and with it, life-threatening medical problems have been occurring at their usual rate. And many of these non-Covid patients are suffering complications in their care due to the pandemic.

I think we can and will learn from these challenges, and we'll figure out how to prevent some of this suffering next time around --- and maybe even during this pandemic. To support that progress, I have two recommendations: one that is strategic and one that is related to management.

> Their suffering is real, as is that of their families. They don't have to be casualties of war.

The strategic recommendation is that we have to segment our patients as early as possible in their care journeys and keep them separate. In some instances, this concept is already active --- emergency departments and ambulatory practices are making phone calls and taking other steps to keep Covid-19 patients from walking in the door with everyone else. They are steering patients with possible Covid-19 to special tents outside the emergency department. My own practice is closed, and every patient is seen virtually or, if they must be seen in person, they will go to one of two clinics --- one for respiratory patients, one for everyone else.

While this is a good practice, we should go *much* further with this strategic step. Ideally, we would have some hospitals and emergency departments for Covid-19 patients, and other hospitals for everyone else --- so that my three patients could have gone to a facility where their families could visit them. This kind of separation is in fact emerging in some cities where the pandemic is forcing collaboration among competitors. Acute and non-acute facilities are being designated or created for Covid patients only or for non-Covid patients only, particularly within some large delivery systems.

The management recommendation follows from the strategic step of segmentation. That recommendation is to manage the care for the different segments separately. One shouldn't do the same thing the same way for all patients --- and if there was ever a time when one size does not fit all, this is it. So, in Covid and non-Covid patients during this period of radical redesign, we should be measuring thoroughly and relentlessly what is happening to patients and what they are experiencing.

And then, we should organize to improve care, segment by segment. In short, the principles of good management matter more than ever in a crisis.

The Covid-19 crisis is like nothing in history. It *is* an all-hands-on-deck moment, except that it isn't simply a moment. A Florida health care CEO told me recently that he and his colleagues are telling themselves that they are beginning to live through a 100-day hurricane.

As we take on this challenge, we should remember that there are patients who are at risk of being temporarily invisible --- the ones without Covid-19. Their suffering is real, as is that of their families. They don't have to be casualties of war. If we are strategic in how we organize our care and work relentlessly to understand and improve care in both Covid and non-Covid segments, we will have fewer moments of anguish like the ones I have witnessed.
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